Study objective-The aim was to estimate the dose-response relations of height and respiratory symptoms to passive smoking in children aged [5] [6] [7] [8] [9] [10] [11] years.
The National Study of Health and Growth (NSHG), which is a surveillance study including, each year, around 9000 children aged 5-11 years, has previously reported results relating to two effects of passive smoking in children, the first' a possible negative relation between child's height and the reported number of cigarettes smoked by parents in the home, and the second2 a doseresponse relation between prevalence of respiratory symptoms and parental smoking. Both reports were from data collected in 1982 from a quasi-representative sample of 4000 English children and nearly 1000 Scottish children.
Many studies have reported increased prevalence of respiratory symptoms in children of parents who smoke compared with children of non-smokers, and this effect now seems established, not only in infants but in preadolescent children.3 4 However most studies gave information only on the number of parents who smoked. The lack of information on a doseresponse relation2 may have contributed to a previous conclusion5 that studies in children were inconsistent. Even when studies were sufficiently large and information available full estimation has not always been provided. Newspiel et all reported results from the 1970 British cohort study of 9670 children at 5 and 10 years of age, but included the number of cigarettes smoked by the mother and confounding variables only in an analysis of "wheezy bronchitis". The amount smoked by the father was not considered.
The few studies that have collected data on number of cigarettes smoked have used total smoking rather than smoking in the home. Berkey et a17 reported parental smoking in three categories, 0, 1 to 9, and 10+ cigarettes per day, for each parent, in an analysis in which they found a significant negative relation between attained height of 6-10 year old children and total maternal smoking, and a lesser non-significant relation with paternal smoking.
In the previous analyses of NSHG data, information on the use of gas for cooking and use of paraffin heaters, which have been reported to be associated with increased prevalence of respiratory symptoms,8 was not collected.
In 1983 the design of the NSHG was changed to include children from ethnic minorities and inner city areas in England9 in alternate years.
Further Scottish areas, selected on the same basis as those in the 1982 sample, were also included. Respiratory symptoms were found to be more prevalent in white and Afro-Caribbean inner city children in 1983 than in white children studied in 1982.8 Data Only about 5% of the 1988 sample were present in 1982, and so it is reasonable to combine the estimate of -0-0021 and that of 0 0003 from table IV, appropriately weighted, to give a final estimate of -0-0006 (95% CI -0-0021 to 0.0010).
Berkey et al7 reported a significant negative relation between the height of children aged 6 to 11 years with mother's smoking, and a negative but non-significant relation with father's smoking. They did not find a relation between rate of growth and parental smoking, and therefore concluded that the former association was due to smoke exposure during earlier childhood or in utero. As our estimates are with adjustment for birthweight and for whether the mother smoked in pregnancy with the child, our findings support the conclusion that there is no additional effect on height of passive smoking at ages 5-11 years, but do not exclude a long term effect of maternal smoking in pregnancy.
Our results confirmed the finding of Melia, Chinn and Rona8 of greater prevalence of respiratory symptoms in inner city white children than in the representative sample, and also of greater prevalence of some symptoms in AfroCaribbeans.
The results for the individual samples in table The combined results of the six samples are based on a total of nearly 10 300 children, and is one of the largest studies, particularly of the 5-11 years age-group. Our previous finding was that if there is a real effect of passive smoking on respiratory symptoms in this age range then it is a small one, and requires a large study to show a statistically significant result, a conclusion borne out by the present analysis. The lower relative risk of 135 for persistent wheeze on exposure to 20 cigarettes a day smoked in the home, compared to 1 60 found previously,2 is close to 1 27 reported from the USA Six Cities Study,'5 estimated from data for 6576 children aged 6-10 years.
However Ware et al gave relative risks only in relation to maternal smoking, because although significant relations were found with combined daily smoking of the father and mother, they found the strongest relation of symptoms to maternal smoking. This is not unexpected if, as in our data, maternal smoking at home formed a less variable proportion of total maternal smoking than did that of paternal smoking. As total maternal smoking is less than total home smoking by both 
